INTRODUCTION {#cesec10}
============

Despite its evolution, anterior cruciate ligament (ACL) reconstruction surgery still presents some potential complications. Although the compartment syndrome is a rare complication, this is perhaps one of the most devastating. The authors report on a case of compartment syndrome after surgery for reconstruction of the anterior cruciate ligament and repair of the medial collateral ligament.

CASE REPORT {#cesec20}
===========

A male patient, age 30, of mixed race, bank employee, born in and originating from São Paulo, visited the clinic of the Sports Traumatology Center (CETE) of the Department of Orthopedics and Traumatology (DOT) of Universidade Federal de São Paulo (Unifesp) with complaints of pain in the left knee starting more or less one day before, after suffering a sprain of the left knee.

The patient reported that his left knee had begun to hurt on the previous day, after a soccer game where he had experienced a sprain. The patient was seen by a physician and examined. A knee resonance was requested that resulted in a diagnosis of total rupture of the anterior cruciate ligament and of the medial collateral ligament.

Two weeks later, the patient underwent surgery for reconstruction of the anterior cruciate ligament and repair of the medial collateral ligament.

The surgery lasted for two hours and was performed under rachianesthesia; an infusion pump was used for the arthroscopy, and the graft donor site was the flexor tendons.

Ten hours after surgery, the patient evolved with progressive and intense pain, paresthesia, paresis, with a pallid aspect and tense and shiny skin. A Doppler ultrasound was requested to rule out venous thrombosis; thus measurement of the intracompartmental pressure of the right leg was requested and performed with the Whitesides' apparatus, which verified intracompartmental pressure of 85mmHg.

The patient was immediately referred to the surgical center to perform an urgent decompression fasciotomy. Two fasciotomies (medial and lateral) were carried out to release the four leg compartments. The patient was discharged from hospital 10 days after surgery. Twenty-one days after surgery, a skin graft was performed by the plastic surgery clinic in the lateral region of the leg, since the only fasciotomy that healed by secondary intention was the medial fasciotomy. Today, two months after surgery, the patient is having physiotherapy, has a sensitivity deficit of the superficial and profound fibular nerve, reduction of range of motion and muscle strength, but manages to walk with a plantigrade foot, and therefore continues under outpatient supervision ([Figure 1](#fig1){ref-type="fig"}, [Figure 2](#fig2){ref-type="fig"}).

DISCUSSION {#cesec30}
==========

Anatomical compartments are very limited spaces existing in the musculoskeletal system, whose walls are formed by bones and by osteofascial structures, which are relatively inelastic elements. The compartment syndrome develops when there is a pressure increase in the compartment space, which impairs tissue perfusion and jeopardizes the viability of the structures existing there (muscles, tendons, vessels and nerves)[@bib1], [@bib2].

The intracompartmental pressure can be increased on account of internal or external causes and can reach levels above 100mmHg. The degree of injury will depend on the speed at which the pressure increase is established and its duration. The pathogenesis is explained by the increase of intracompartmental pressure at sufficient levels to impair tissue microcirculation, while the final substratum is represented by interstitial and intracellular edema. There is a buildup of fluids and of intracompartmental pressure that leads to acute ischemia, which in turn leads to an increase in capillary permeability, which increases the interstitial edema, thus producing the installation of a vicious cycle that if maintained, leads to the complete destruction of the musculature, vessels and nerves[@bib2], [@bib3], [@bib4].

If many compartments are affected the crush syndrome develops with renal failure, shock and even death. A varied spectrum of lesions of the soft parts, bones and vessels can trigger a compartment syndrome[@bib3], [@bib5].

The clinical profile consists of: increase of intracompartmental pressure, progressive pain in the compartment, paresthesia, paresis and dark coloration of the skin in the distal region.

The most important differential diagnoses are obstructive or semi-obstructive arterial disorders that, leading to ischemia, can cause similar complaints[@bib5], [@bib6], [@bib7].

Acute compartment syndrome has only one form of treatment: urgent decompression fasciotomy, which will allow the expansion of tissues, the normalization of pressure, and consequently, reperfusion[@bib6], [@bib7].

On account of the foregoing, we presented the case of a patient submitted to anterior ligament reconstruction (arthroscopic route) and repair of the medial collateral ligament of the right knee, who was treated according to orthopedic literature. It is a rare case and seldom reported in literature, since surgeons are generally unwilling to publish their complications. But it is a good idea to stress that the compartment syndrome exists and every medical surgeon should know how to diagnose and treat it ([Figure 3](#fig3){ref-type="fig"}, [Figure 4](#fig4){ref-type="fig"}).

Study conducted at the Sports Traumatology Center (CETE) of the Department of Orthopedics and Traumatology (DOT) of Universidade Federal de São Paulo (Unifesp), São Paulo, SP, Brazil.
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![Left knee in the immediate postoperative period.](gr1){#fig1}

![Medial fasciotomy.](gr2){#fig2}

![Lateral fasciotomy.](gr3){#fig3}

![Twenty-one days after surgery. Note that there is closing by secondary intention only of the medial fasciotomy and the need for a skin graft in the lateral fasciotomy.](gr4){#fig4}
